
AAlthough numerous studies have 
shown that chronic kidney dis-
ease (CKD) is linked with an 

increased risk for atherosclerotic cardio-
vascular disease, should all patients with 

CKD be taking statins? A new study 
published in the Journal of the American 
Society of Nephrology compares different 
cholesterol management guidelines and 
assesses the utility of risk equations to an-

swer this question.
In 2013, two cholesterol manage-

ment guidelines were published: one 
by the American College of Cardi-
ology/American Heart Association 
(ACC/AHA) and another by the 
Kidney Disease Improving Glob-
al Outcomes Lipid Work Group 

(KDIGO). The ACC/AHA guideline 
recommends statin treatment for indi-

viduals with a high risk of heart disease 
and stroke based on a history of heart 
problems, diabetes, or very high choles-
terol, or for those with an estimated 10-
year risk of 7.5 percent or more according 
to a formula called the Pooled Cohorts 
risk equations. By contrast, the KDIGO 
guideline recommends statin therapy for 
all individuals 50 to 79 years of age with 
CKD. 

“Although individuals with CKD are 
in general more likely to develop cardio-
vascular disease than individuals without 
CKD, those considered at low risk by the 
ACC/AHA cholesterol treatment guide-
line may actually have low risk and there-
fore may unnecessarily be recommended 
statin treatment by the KDIGO guide-
line,” explained Paul Muntner, PhD, of 
the University of Alabama at Birmingham 
School of Public Health. “In contrast, if 
these individuals do have high risk for car-
diovascular disease, following the ACC/
AHA cholesterol treatment guideline may 
result in an excessive number of cases that 
could be prevented.” Therefore, Muntner 
and his team, including lead investigator 
Lisandro Colantonio, MD, MSc, thought 
that it was important to understand how 
the two cholesterol treatment recommen-
dations are similar and different. 

The researchers compared the two 
guidelines using data from the Reasons 
for Geographic and Racial Differences in 

Insights from recent research into the 
nephrology workforce will inform 
discussions about nephrology’s future 

in 2015. Researchers from George Wash-
ington University (GWU) will continue 
their collaboration with the American 
Society of Nephrology (ASN) and ex-

pand upon their initial nephrology work-
force research. Discussion of workforce 
trends and developments in the specialty 
is timely and has become more urgent af-
ter results of the Match for appointment 
year (AY) 2015–2016 were released on 
December 3, 2014. 

Nephrology workforce trends

In February 2014, ASN Council approved 
50 initiatives to increase interest in neph-
rology careers among medical students 
and residents. Included was an analysis of 
the current nephrology workforce and job 
market for recent graduates. 

ASN contracted with a research team 
led by Edward Salsberg, MPA, and prin-
cipal investigator Leah Masselink, PhD. 
A pioneer in the field of health workforce 
research, Salsberg worked at the Associa-
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Meaningfully improve patient care
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Earn 20 MOC points from ABIM

• Assess & evaluate current practice performance
• Identify areas for improvement
• Develop individual or practice-wide improvement plan 
• Remeasure performance
• See and compare improvements over time

The Kidney Transplantation PIM has been planned and 
implemented through the joint providership of American Society 
of Nephrology (ASN) and American Society of Transplantation 
(AST). The program was designed to help you improve care for 
post-kidney transplant patients. 

Kidney Transplantation
Practice Improvement Module

To learn more, visit asn-online.org/pim 

With this issue of ASN Kidney News, the Ameri-
can Society of Nephrology is pleased to an-
nounce the appointment of a new Editor-in-Chief: 
Richard Lafayette, MD, FACP. Dr. Lafayette suc-
ceeds Kidney News’s inaugural Editor-in-Chief 
Pascale Lane, MD, who guided the magazine in 
becoming an authoritative source for informa-
tion and analysis of trends affecting all those 
who work in the kidney sphere over the past six 
years since its creation in 2008.

Dr. Lafayette is Associate Professor of Medi-
cine (Nephrology) and Director of the Stanford 
Glomerular Disease Center at Stanford Univer-
sity Medical Center in Stanford, CA. His 25-year 
career in nephrology spans general nephrology, 
transplant nephrology, and focuses on glomeru-
lar disease. During this time he has served as 
Senior Associate Chair of Medicine for six years 

and Clinical Chief of Nephrology for more than a 
decade. Dr. Lafayette was a member of the first 
Kidney News Editorial Board and is a member of 
the ASN Glomerular Diseases Advisory Group. 

“I am thrilled to have this opportunity to con-
tribute to and continue to shape Kidney News at 
this critical and exciting time for nephrology,” Dr. 
Lafayette said. “I want to build on Kidney News’s 
reputation as the prime source for news for the 
kidney community while conveying optimism and 
hope for a wonderfully fruitful future for our field. 
I foresee Kidney News being a shared, valued 
resource for communication for ASN and the en-
tire kidney community.”

ASN Kidney News serves a wide variety of 
stakeholders in the kidney community, including 
patients, health care providers, legislators, and 
regulators. 

Richard Lafayette Appointed Editor-in-Chief  
of ASN Kidney News
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Stroke (REGARDS) study, a large study 
of more than 30,000 adults in the United 
States. Their analysis included 4726 par-
ticipants who were aged 50 to 79.9 years 
and had an estimated GFR below 60 mL/
min per 1.73 m2 or albuminuria above 30 
mg/g but were not treated with dialysis. 

The team found that 92 percent of 
people with CKD are recommended to 
receive statin treatment by the ACC/AHA 
guideline versus 100 percent according to 
the KDIGO guideline. This indicates that 
although the guidelines use very different 
methods for estimating future vascular 
risk, concordance between the two is ex-
tremely high. 

The investigators also found that 50 
percent of people with CKD who are rec-
ommended to receive statins are not tak-
ing them. Finally, the new Pooled Cohort 
risk equations were accurate among peo-
ple with CKD, indicating that physicians 
have a valid tool available to estimate heart 
disease risk for their patients with CKD. 

“These results indicate that either 
guideline can be used to inform the de-
cision to initiate statin therapy for people 
with CKD who are 50 to 79 years of age,” 
said Colantonio. “They also show that 
there is an unmet treatment need and a 
missed opportunity for lowering heart dis-
ease risk among patients with CKD.” 

Sankar Navaneethan, MD, MS, MPH, 
who is a nephrologist at the Cleveland 
Clinic and was not involved with the re-
search, noted that Medicare data also show 
that statins are underutilized in the CKD 
population (http://www.usrds.org/2013/
pdf/v1_ch5_13.pdf). “While there are 
some differences amongst the guidelines, 
it is reassuring to see that irrespective of 
whichever guidelines practitioners will 
choose to follow, most CKD patients will 
qualify for prescription of statins,” he said. 
“Non–dialysis-dependent CKD patients 
have heightened vascular risk, and clinical 
trials have shown the beneficial effects of 
statins in this population. We hope statin 
use will increase and would translate into 
survival benefits for this high-risk popula-
tion in the future.”

According to Colantonio and her col-
leagues, follow-up of REGARDS par-
ticipants is currently ongoing, and data 
for this analysis were available only to 
calculate observed risk for atherosclerotic 
cardiovascular disease at 5 years. Also, 
the REGARDS study does not have ac-
tive surveillance to detect atherosclerotic 
cardiovascular disease events that may 
not have been reported by participants or 
their next of kin. This could have led to an 
underestimation of the actual number of 
events in this cohort.

In an accompanying editorial, Mar-
cello Tonelli, MD, of the University of 
Calgary in Canada, noted that although 
the two guidelines reach very similar 
conclusions, the KDIGO guideline is 
substantially less complex to use. “Popu-
lation-based, risk-driven strategies aimed 
at preventing vascular events will be a key 
method for reducing death and disability, 

The REPRISE clinical research study will evaluate the 
safety and efficacy of tolvaptan in patients with ADPKD.
A patient may be eligible for the study if he or she: 

• Is 18 to 55 years of age with eGFR between 25 and 65 mL/min/1.73m2  
OR 
Is 56 to < 66 years of age with eGFR between 25 and 44 mL/min/1.73m2 (subject 
to the discretion of the medical monitor) 

• Does not have hepatic impairment or liver function abnormalities other than that 
expected for ADPKD 

•	Does	not	have	advanced	diabetes,	additional	significant	
renal disease, renal cancer, single kidney, or recent (within 
the past 6 months) renal surgery or acute kidney injury

If you have a patient who you think may be a good candidate for this 
study, please invite him or her to visit www.ReprisePKDStudy.com.

In the fight  
against PKD,  
your contribution 
is important.
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but only if they are simple enough for cli-
nicians to rapidly apply at the bedside,” he 
wrote. “The findings of Colantonio and 
colleagues suggest that the KDIGO guide-
line is more likely to achieve this goal for 
CKD patients than the ACC/AHA guide-
line.” He also pointed out that although 
the KDIGO recommendations for CKD 
patients younger than 50 years who are 
not receiving dialysis are more complex 
than for those who are older, they are still 
less complex than the ACC/AHA recom-
mendations. 

Tonelli also provided a broader view 
of statins as an important method for re-
ducing the global burden of noncommu-
nicable chronic diseases, along with inter-
ruption of the renin/angiotensin system, 
healthy diet and exercise, smoking cessa-
tion, and control of blood pressure, blood 
sugar, and body weight.

The article, entitled “Contrasting Cho-
lesterol Management Guidelines for Adults 
with CKD,” is available online at http://jasn.
asnjournals.org/content/early/2014/11/12/
ASN.2014040400.abstract. 

Study coauthors include Usman Baber, MD, 
Maciej Banach, MD, PhD, Rikki Tanner, 
MPH, David Warnock, MD, Orlando Gutié-
rrez, MD, Monika Safford, MD, Christoph 
Wanner, MD, and George Howard, DrPH.

Disclosures: Drs. David Warnock, 
Monika Safford, and Paul Muntner have 
received grant support from Amgen Inc. 
Dr. Lisandro Colantonio was funded with 
a Fulbright Scholarship to complete the 
PhD program in epidemiology from the 
University of Alabama at Birmingham. 
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The Future of the Sustainable Growth Rate:  
A Pay-For Story
By Mark Lukaszewski

In 2014, Congress made major gains 
toward finally repealing the broken 
sustainable growth rate (SGR). But, 
as of press time, Congress had failed 
to get legislation to repeal SGR over 
the line, meaning that physicians will 
again face pay cuts—and the hope of 
repeal—in 2015.

What is SGR?

In an attempt to control Medicare spending on physi-
cians’ fees, Congress enacted the SGR formula in 1997. 
Although it has called for dramatic reductions in pay-
ments over the past decade, each year Congress has 
temporarily overridden the cuts and kept the SGR in 
place. According to the formula, if no changes are made, 
physicians’ fees are set to be reduced by 21.2 percent 
on March 31, 2015, which would have a devastating, 
irrevocable effect on the Medicare system. 

Is Congress the problem?

It would be natural to assume that the usual health care 
political games and congressional hold-ups that we have 
seen in the past are responsible for preventing SGR re-

form, but for once that assumption would be wrong. 
Legislation to replace SGR gained tremendous biparti-
san, bicameral support in the House and the Senate in 
this past congressional session. With agreement on both 
sides of the aisle that the SGR needs to go, and with 
consensus on legislation to accomplish that goal, why 
are we still stuck with the current SGR? 

Where is the issue? 

The answer is the up-front cost of replacing the SGR. 
The Congressional Budget Office, which is responsible 
for providing Congress with cost estimates for legisla-
tion, indicated that repealing SGR would cost roughly 
$150 billion. Therefore, offsets are needed to defray the 
cost of permanently replacing the SGR. For a replace-
ment to be put into place, Congress has to either cut 
money from other programs or come up with a new 
funding source. 

Future of SGR in the 114th Congress

With such a big price tag and few ideas for pay-fors, 
SGR legislation is highly unlikely to pass in 2015. Given 
the recent election results, the question is whether the 
upcoming Republican-controlled Congress can find a 
suitable pay-for to accomplish comprehensive SGR re-
peal legislation. It is almost certain that something will be 

on the chopping block to cover the cost of the legisla-
tion. However, if the only pay-for Congress offers is de-
funding the Affordable Care Act (Obamacare), the bill 
has little to no chance of becoming law, and it would be 
vetoed as soon as it hits the president’s desk.

The American Society of Nephrology (ASN) be-
lieves that repealing SGR is not a partisan issue and will 
continue to work in 2015 with the relevant congres-
sional committees and the broader medical community 
to build on the gains made. Stay tuned to ASN Kid-
ney News and to e-mail communications from ASN to 
learn how you can get involved in advocating for SGR 
replacement. 

Disparities in Kidney Care: Geography, Race, 
and Perceived Racial Discrimination Will Garner 
Continued Attention 

Patients’ access to specialized care before kidney failure 
develops varies significantly across the United States 

and among different racial groups. And perceived racial dis-
crimination may have negative effects on kidney function. 

Pre-ESRD nephrology care is crucial for optimizing the 
health of patients with this condition. How the United 
States and global kidney community ensure such care for 
the millions of people with kidney disease is crucial to stem-
ming the disease’s growing prevalence. 

One approach is to look at the adequacy of care patients 
receive in different parts of the country and then examine 
the reasons for discrepancies in care. 

Brendan Lovasik of the Emory University School of 
Medicine and his colleagues are taking this approach. They 
recently looked to see whether patients across the country 
are receiving adequate access to kidney care.

Using a comprehensive national data set and advanced 
statistical modeling techniques, the researchers identified 
several geographic areas in the United States with signifi-
cantly low rates of pre-ESRD kidney care. Dialysis facilities 
in the lowest quintile of pre-ESRD nephrology care were 

geographically clustered in several distinct areas, including 
San Francisco, Los Angeles, Chicago, Miami, and Balti-
more, and along the corridors of the Mississippi and Ohio 
Rivers. Also, facilities in the lowest quintile of pre-ESRD 
nephrology care were 1.88 times more likely to be located 
in inner cities compared with those in the highest quintile. 
The lowest quintile facilities were 1.96 times more likely to 
be in high-poverty neighborhoods. The proportion of racial 
minorities within a neighborhood was not associated with 
pre-ESRD kidney care rates.

“Improved outcomes among the chronic kidney disease 
population depend on earlier identification of patients with 
kidney disease who may require ESRD treatment, as well as 
greater awareness of patient morbidity and mortality, qual-
ity of life, and the financial benefits of kidney transplanta-
tion over dialysis,” said Lovasik. “Our findings may help 
policy makers target low–pre-ESRD facilities and regions to 
improve access to specialty care with interventions and spe-
cific pilot programs aimed at improving patient outcomes.” 

In another recent study, Guofen Yan, PhD, of the Uni-
versity of Virginia, and her team looked at county-level 

disparities in pre-ESRD care. Their analysis of black–white 
comparisons included 1270 counties that had 5 or more 
patients of each race, resulting in 346,368 patients. Their 
Hispanic–white analysis included 613 counties with five or 
more patients of each race, resulting in 224,286 patients. 

The researchers found that although disparities were 
more likely in certain geographic areas, they existed in di-
verse locations and in most counties of the United States. 
The overall percentage of patients who received care from 
a nephrologist at least 12 months before ESRD was lowest 
in Hispanics (20.0 percent), intermediate in blacks (23.8 
percent), and highest in whites (30.0 percent). Black pa-
tients’ likelihood of receiving care from a nephrologist was 
10 percent to 54 percent lower than that of whites in ap-
proximately two-thirds of the counties. Hispanic patients’ 
likelihood of receiving a nephrologist’s care was 10 percent 
to 48 percent lower than that of whites in nearly all of the 
counties. Counties with larger disparities tended to be of 
lower socioeconomic status and to have fewer health care 
resources, and they were more likely to be located in the 
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South and within large metropolitan areas. “Our findings 
indicate that efforts to improve pre-ESRD care should be 
implemented nationally rather than regionally,” said Yan.

Psychosocial stressors and their role in progression of 
kidney disease will also garner more attention in 2015.  

Recent research is already leading the way. 
To look at the relationship between perceived racial dis-

crimination and kidney function decline, researchers led by 
Deidra Crews, MD, FASN, of Johns Hopkins University 
School of Medicine, studied a biracial urban population of 
adults with preserved kidney function in Baltimore, MD. 
The team assessed whether perceived racial discrimination, 
as measured through an adaptation of the Experience of 
Racial Discrimination questionnaire, was associated with 
kidney function decline over five years of follow-up in the 
Healthy Aging in Neighborhoods of Diversity across the 

Life Span study. A total of 1574 participants (630 whites 
and 944 African Americans) aged 30 to 64 years at baseline 
were included.

Twenty percent of individuals in the study perceived 
themselves to have been discriminated against “a lot” be-
cause of their race. Such individuals were more likely to be 
African American and to have a higher educational back-
ground, but they were more likely to be living in poverty 
than those who reported little to no perceived discrimi-
nation. Additionally, those who perceived “a lot” of dis-
crimination had higher systolic blood pressure but a lower 
prevalence of diabetes than did those perceiving little to no 
discrimination. 

Perceived racial discrimination—regardless of sociode-
mographic, lifestyle, and health factors—was linked with 
greater kidney function decline over five years of follow-
up. When analyzed by race and sex, the link between per-
ceived racial discrimination and kidney function decline 
remained only among African American women. Systolic 
blood pressure was responsible for 15 percent of this as-
sociation.

“Perceived racial discrimination may contribute to 
disparities in kidney disease and might exert its effect 
on risk of kidney function decline through stress-related 
pathways,” said Crews. “This study can serve as a basis for 
future studies focusing on psychosocial stressors and their 
potential contributions to the initiation and progression of 
kidney disease.”

The two studies were presented at Kidney Week 
2014. 

Studies 
Geographic Determinants of Low Pre-ESRD Nephrology 
Care in the United States (Abstract SA-PO849).

Racial and Ethnic Differences in Pre-ESRD Care in 
U.S. Counties (Abstract SA-PO857).

Association of Perceived Racial Discrimination and 
Kidney Function Decline among African Americans and 
Whites (Abstract SA-PO856). 

Disclosure information is available at http://www.
asn-online.org/education/kidneyweek/2014/program-
faculty.aspx.

Disparities in Kidney Care 
Continued from page 5s

Prospects for NIH and Kidney Research Funding in 
the New Congress

ESRD Seamless Care Organizations: Debuting Soon

By Grant Olan

By Rachel Meyer

The dust is still settling from the election of November 
4, 2014, when Republicans gained control of both 

chambers of Congress. Whether a Republican Congress 
and a Democratic administration can work together to ad-
dress the many domestic and foreign challenges confront-
ing the country today is one of the biggest questions as we 
head into 2015. 

One thing most Democrats and Republicans agree 
on, though, is that medical research is one of the smart-
est investments the United States can make. Funding for 
the National Institutes of Health (NIH), the global leader 
in medical research, creates jobs, drives the economy, and 
most importantly leads to new discoveries that improve pa-
tient care. Unfortunately, sustained budget cuts since 2010 
are jeopardizing this country’s research enterprise.  

Despite the general support for medical research among 
Republicans and Democrats, their hands are tied by the 
Budget Control Act of 2011 and the Bipartisan Budget Act 
of 2013, which imposed strict budget caps as part of efforts 
to curb the federal deficit and debt. Unless Congress raises 

the caps or rescinds those laws—and given the makeup of 
the new Congress that starts on January 3, 2015, it is hard 
to imagine a scenario for that happening—then additional 
funding for the NIH would come at the cost of funding for 
other federal programs.

Moreover, the United States is projected to hit the debt 
ceiling (the total amount of debt this country can accu-
mulate) again in April 2015, further complicating efforts 
to increase federal spending. Republicans will likely call 
for more budget cuts in exchange for raising the debt ceil-
ing. Despite the challenging times, some bold leaders have 
come forward to call for doubling the NIH’s budget.  

Sen. Roy Blunt (R-MO) recently announced that it is 
one of his priorities. In October 2013, Sen. Elizabeth Warren 
(D-MA) said that those who say we cannot afford to double 
investments for the NIH “. . . are wrong. Research creates eco-
nomic growth. It reduces health care costs. It creates a better 
life for our people. And yet, the success rate for NIH grants 
has dropped by nearly 50 percent over the past 10 years. That 
makes no sense. There is good work to be done—work to save 

lives and work to boost our economy. We cannot afford not to 
increase our investments in medical research.”

The American Society of Nephrology (ASN) applauds the 
leadership of Senators Blunt and Warren and will work with 
them and the new majority in the Senate to advance funding 
for the NIH and other research agencies in 2015. The society 
will also continue working with the research community to 
implement the society’s aggressive new Research Strategic Plan 
to bolster support for more kidney research funding. 

Two research efforts that ASN supports and helped 
to shape are making their way through Congress: a com-
prehensive kidney care bill advanced by Kidney Care 
Partners—a broad coalition of the kidney community, in-
cluding ASN, dedicated to advancing patient care—and 
the 21st Century Cures initiative to identify steps for ac-
celerating the pace of cures and medical breakthroughs in 
the United States.

Stay tuned: the ASN will need your help calling on 
Congress to urge support for research funding during the 
spring budget season. 

Nearly two years after the Centers for Medicare and 
Medicaid Innovation (CMMI) announced the first-

ever disease-specific innovation model, the first perfor-
mance period of the ESRD Seamless Care Organizations 
(ESCO) program is slated to begin in January 2015. Large 
Dialysis Organization (LDO)-based ESCOs will be the 
first to participate in the program, followed by ESCOs 
operated by Small Dialysis Organizations (SDOs) in July 
2015. Speaking at a meeting of the Council of Medical 
Subspecialty Societies in late November 2014, CMMI 
Seamless Care Models Group Director Hoangmai Phan, 
MD, confirmed the early 2015 launch date. 

But as 2014 wound to a close, unanswered questions 
about the program remained—even after two major 
CMMI overhauls to the design and operation of the pro-
gram as well as several delays in the program start date. 

As of press time, CMMI had not yet finalized the quality 
measures upon which the dialysis providers and nephrol-
ogy practices that join together will be judged. CMMI 
engaged a contractor to convene a technical expert panel 
(TEP) to select quality measures, but to date contractor  
IMPAQ states that “CMS is conducting further research 
on the feasibility, usability, and technical considerations of 
the following proposed draft measurement set” TEP de-
veloped. 

Because CMMI has been adamant that the ESCO pro-
gram goes beyond kidney care to providing comprehensive 
care, it is highly likely that quality measures will expand 
beyond familiar quality improvement metrics. However, 
it remains to be seen whether the measures selected will 
have been tested and verified in the ESRD patient popula-
tion—and whether the performance criteria will reflect the 

unique ESRD patient population. 
The Innovation Center has been tight-lipped regarding 

how many applications it received for the ESCO program, 
but rumors suggest that approximately 15 LDO ESCO ap-
plications were submitted. CMMI convened two reviewer 
panels to assess applications, one in July for LDO ESCOs 
and one in September for SDO ESCOs, but it has not re-
leased any public information about the panels or next steps 
for the applicants. Of course, CMMI approval of an appli-
cation does not bind the applicants to launching an ESCO, 
so these numbers may not accurately reflect the program’s 
chances of success. Much will depend on how CMMI de-
cides on some of the program’s yet-unanswered questions.

The year 2015 will be the proving ground for this new 
program, which will likely also set the tone for future dis-
ease-specific innovation models. 
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Personalized Medicine Program Gets Green Light
Suppose you’re seeing a new patient with kidney disease, 

high blood pressure, and high cholesterol.  What if you 
could order a single lab test that would assess all known gene 
variants that might affect his response to common drugs—
not just medications he’s currently taking, but also common 
drugs that may be prescribed in the future?  That’s the ap-
proach being studied by The University of Chicago’s Center 
for Personalized Therapeutics and other centers nationwide.

The goal is to develop a “medical system model” to 
overcome barriers to personalized medicine, incorporating 
patient-specific pharmacogenomic results into everyday pa-
tient consultations.  The model is being tested now in the 
Center’s ongoing “1200 Patients Project” (ClinicalTrials.gov 
no NCT01280825).  Peter H. O’Donnell, MD, is principal 
investigator.

The 1200 Patients Project is designed to perform “broad, 
preemptive pharmacogenomic testing” for a large number 
of germline polymorphisms with known effects on drug 
responsiveness or toxicity.  The test, performed in a Clini-
cal Laboratory Improvement Amendments (CLIA) setting, 
reports on genes affecting widely used medications includ-
ing aspirin, hydrochlorothiazide, various classes of blood 
pressure-lowering drugs, statins, and warfarin.  The cost of 
testing is less than $500 per patient—about the same as for 
most individual CLIA genotype tests.

An important part of the model is delivery of the results to 

physicians via an interactive Web portal, or “genomic prescrib-
ing system” (GPS).  The GPS presents results in a color-coded 
traffic light system:  green means a favorable result, yellow 
means caution, and red means high risk.  Physicians can also 
access further information and a patient-specific interpretation 
of the test results, for a “virtual pharmacogenomic consult.”

The 1200 Patients Project has been launched to evaluate 
the feasibility and utility of incorporating a preemptive phar-
macogenomic testing approach into routine medical care.  
Eligible patients were receiving routine care or treatment 
for conditions such as heart disease, inflammatory bowel 
disease, autoimmune disease, or others.  All were regularly 
taking at least one, but no more than six, prescription drugs, 
with a life expectancy of at least three years.

Last year, O’Donnell and colleagues published results 
from the first year of the 1200 Patients Project in a special 
issue of American Journal of Medical Genetics.  At that time, 
812 patients had participated and 608 had been successfully 
genotyped.  Of 268 clinic encounters at which genotyping 
results were available, participating study physicians accessed 
the GPS in 230 visits.

A total of 367 result signals were delivered via the GPS.  
Green lights accounted for 57 percent of results, yellow lights 
for 41 percent, and red lights for 1.4 percent.  In 100 percent 
of the high-risk red light alerts, physicians clicked through to 
access the clinical details.  They also clicked on 72 percent of 

yellow lights, as well as 20 percent 
of red lights.

The information de-
livered via the GPS was 
routinely used in con-
sultations, and patient 
interest in being tested 
was “nearly ubiqui-
tous.”  O’Donnell and 
coauthors write, “We 
demonstrated that de-
livered pharmacogenomic 
alerts had widespread appli-
cability to our patient popula-
tion and to the drugs they are routine-
ly prescribed.”  At the time of the report, the investigators 
were accruing about 30 patients per month, with increased 
participation expected over time.

So far, the results demonstrate the successful implemen-
tation of preemptive pharmacogenomic testing in a program 
that is appreciated by physicians and patients and routinely 
used in clinical care.  Of course, the ultimate goal will be to 
determine how preemptive testing and pharmacogenomic 
decision support will affect key clinical outcomes—includ-
ing high-risk prescriptions, adverse events, and nonreponse 
to prescription drug therapy. 

tion of American Medical Colleges and Health Resources 
and Services Administration. He also helped establish the 
University at Albany’s Center for Health Workforce Stud-
ies before joining GWU. 

“The goal of our research is not to find ‘the answer’ but 
to provide the nephrology community with better data 
and information so that they can make better, more in-
formed decisions,” Salsberg told ASN Kidney News.

He noted that one of greatest challenges for nephrolo-
gy—as well as workforce planners—is an evolving delivery 
system. “This reflects the organized efforts to change the 
delivery system, such as through reimbursement changes 
to control costs and increase value, as well as the develop-
ment of new interventions and staffing mixes,” Salsberg 
said. “This makes it very difficult to project future needs.”

The  initial report, The US Nephrology Workforce: De-
velopments and Trends, was published in advance of ASN 
Kidney Week 2014. The analysis of the current state of 
nephrology prompted discussion and debate at the meet-
ing. Many of the conversations centered on the question of 
whether the United States is overproducing nephrologists 
and if so, how it should be addressed. Salsberg believes that 
by closely examining recent trends and developments and 
assessing the impact of alternative scenarios the research can 
help stakeholders make more informed decisions.

Challenges for the future generation

GWU’s next report on nephrology fellows, including data 
from its 2014 fellow survey, was scheduled to be published 
in December 2014 as of press time. Its release comes af-
ter the disappointing AY2015–2016 National Residency 
Match Program (NRMP) Specialties Matching Service 
(SMS) nephrology Match. Half of nephrology training 
programs and nearly a third of nephrology fellowship po-
sitions went unfilled. This represented a 6 percent and 24 
percent increase in just one year. 

“The results of the NRMP specialty match for the 2015 
appointment year were discouraging,” Salsberg said. “It may 

be that the number of new nephrology fellows has increased 
more rapidly than the demand for new nephrologists.”  

“It would appear that the changing delivery system and 
the bump up in the number of nephrology fellows being 
trained each year has contributed to a soft job market na-
tionally,” Salsberg noted. “However, it is important to do 
additional research to assess the possibility of regional or 
local shortages at the same time we have more than enough 
in other areas. Similarly, we need to look at the subspe-
cialty areas in nephrology to better understand if supply/
demand is different for different subspecialty areas.”

At the same time as the nephrology Match results were 
released, a new modeling analysis by the Centers for Dis-
ease Control and Prevention determined that Americans 
have a high lifetime risk for CKD and that its prevalence 
will continue to increase (2).

The dismal Match results and other challenges neph-
rology faces are in no way unique to the specialty. “Many 
other specialties have faced similar issues,” Salsberg told 
ASN Kidney News. “One of the better known examples is 

the case of anesthesiology in the early 1990s. When reports 
came out that new anesthesiologists couldn’t find jobs, the 
number of U.S. medical school graduates (USMGs) ap-
plying to enter the specialty dropped by more than half 
over about three years. Some programs closed, others cut 
back. After several years of lower production, demand rose 
and anesthesiology again began to attract a very high per-
centage of USMGs.”

ASN Nephrology Match Task Force

The AY2015–2016 Match results prompted the ASN 
Council to form the Nephrology Match Task Force. The 
Task Force will be comprised of Councilors, nephrol-

ogy fellowship training program directors, division chiefs, 
ASN Workforce Committee members, and other key 
leaders and stakeholders. 

The Task Force will need to quickly assess the future 
viability of the Match, identify ways to ensure the Match’s 
integrity, and attempt to clarify the ideal number of of-
fered fellowship positions (based on recent estimates of the 
demand for nephrologists throughout the United States). 

“While there is no authority to decide who should re-
duce fellowship positions if that was decided to be a wise 
course, the specialty should try to identify the values and 
goals of training that are important to assuring the nation 
access to high quality kidney care,” Salsberg said.

By the spring of 2015, ASN and the academic nephrol-
ogy community will need to decide whether the specialty 
will continue in NRMP SMS Match. As of press time, the 
Task Force members and its charge weren’t available, but 
are expected to be announced shortly.

For 2015 the GWU researchers will expand their focus 
to examine the care delivery system, geographical distri-

bution of nephrologists, and training programs, among 
other topics. Current and future GWU reports, as well as 
ASN’s brief analysis of the AY2015–2016 NRMP SMS 
nephrology Match are available at http://www.asn-online.
org/education/training/workforce/.  
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ASN Highlights is a clinically focused educational 
opportunity, translating Kidney Week 2014 into 
practical advice with clinical relevance. The new ASN 
Highlights format is designed to help you incorporate 
the best of Kidney Week into patient care. 
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Exceptional care for  
patients with the most  
challenging conditions

When you select a hospital for your patients, you expect an 

extraordinary level of care. Mount Sinai continues to recruit 

physician-scientists who are internationally recognized as 

authorities on the causes and treatments of all  forms of adult 

and pediatric kidney diseases and disorders—including kidney 

transplant specialists who are investigating new ways to detect, 

prevent, and treat rejection that are likely to have a lasting impact 

on the field. These experts are all on the faculty of the Icahn 

School of  Medicine at Mount Sinai, ranked among the nation’s  

top 20 medical  schools by U.S. News & World Report. 

• Metabolism Institute  

• Hypertension Program  

• Kidney Center  
   (Dialysis Program)

• Division of Nephrology 

• Recanati/Miller  
   Transplantation Institute

The Mount Sinai Health System
The world-renowned Icahn School of Medicine at Mount Sinai  

and seven hospitals in New York City:

1-800-MD-SINAI  |  www.mountsinaihealth.org  |  New York, NYmountsinainyc @mountsinainyc mountsinainy

• Mount Sinai Beth Israel

• Mount Sinai Beth Israel Brooklyn

• The Mount Sinai Hospital

• Mount Sinai Queens

• Mount Sinai Roosevelt 

• Mount Sinai St. Luke’s

• New York Eye and Ear    
   Infirmary of Mount Sinai

Although last fall’s anxiety about the spread of the 
Ebola epidemic has receded, the outbreak contin-
ues in Africa. The possibility that U.S. hospitals will 
be treating more Ebola virus disease (EVD) cases 
cannot be discounted, and advance preparation is 
the key to coping with any infectious disease.

EVD treatment calls for special protocols—one in 
particular is the need to perform renal replacement 
therapy (RRT) in a biocontainment room. Several 
guidelines and resources have already appeared, 
including a proposal in an article, “Successful De-
livery of RRT in Ebola Virus Disease,” in the Journal 
of the American Society of Nephrology. The proposed 
guidelines are based on the successful experience 
at Emory University Hospital in treating the first docu-
mented case of RRT in a patient with EVD.

AKI is common in EVD patients. According to 
a “Frequently Asked Questions” resource posted 
on the ASN website: “In general, medical indica-
tions to initiate dialysis in patients with EVD will be 
similar to other patients with AKI and will involve 
considerations such as volume control, electrolyte 
[balance], acid-base balance, and severity of kid-
ney dysfunction.” 

An overriding concern while treating such a high-
ly infectious disease is to avoid exposure of health-
care workers and the public, so the JASN article 
recommendations focus on tailoring dialysis proce-

dures for an isolation unit. 
The guideline recommends using CRRT, with the 

possibility of changing to prolonged intermittent 
RRT using the same equipment. 

Traffic in and out of the isolation unit needs to 
be minimized, so the treatment should be provided 
by “volunteer ICU nurses with specialized training 
in isolation protocols and in CRRT,” rather than spe-
cialty dialysis nurses.

In keeping with Kidney Disease Improving Global 
Outcomes (KDIGO) recommendations, the right in-
ternal jugular vein is the preferred access site be-
cause it presents the lowest bleeding risk. A tempo-
rary nontunneled dialysis catheter should be placed 
under direct ultrasound visualization with an x-ray to 
confirm correct placement. A femoral access site 
should be used only when x-ray imaging to confirm 
placement is not available in the isolation unit.

The CRRT dosing should be consistent with KDI-
GO recommendations, such as a target to deliver “a 
total effluent dose of 20–25 mL/kg per hour unless 
higher dosing is needed to augment small solute 
and electrolyte clearance or correction of acidemia.”

Although the CRRT effluent has a very low infec-
tious risk, considering the environment where it is 
produced, it should be treated as hazardous waste 
and disposed of in keeping with institutional and 
local requirements.

The patient also needs to receive augmented nu-
tritional support while receiving CRRT.

Because EVD is a hemorrhagic disease, the use 
of anticoagulation is a sensitive issue. The article 
recommends the use of regional citrate anticoagu-
lation (RCA) to extend filter life and reduce the po-
tential staff exposures due to filter exchanges.

Sarah Faubel, MD, professor of medicine at the 
University of Colorado, Denver, and head of ASN’s 
AKI Advisory Group, said that RCA worked well in 
the Emory case, but is not required to provide CRRT 
to an EVD patient. RCA is not available in some 
centers and others may not want to use it because 
it requires frequent calcium monitoring, so the ASN 
guideline says a no anti-coagulation approach is 
possible using other measures to prolong filter life, 
including increasing blood flow rate and using pre-
filter replacement fluid for hemodilution. 

With this caveat, Faubel expressed support for the 
article’s approach, as well as that of the ASN resource 
(http://www.asn-online.org/news/2014/1017-ebo-
la.aspx guidelines) and Centers for Disease Control 
and Prevention recommendations (http://www.cdc.
gov/vhf/ebola/hcp/guidance-dialysis.html). 

Whatever the specifics of the protocol, the objec-
tive in treating an EVD patient is to provide support-
ive care until the patient’s body responds and fights 
off the infection. 

Successful Ebola Treatment Spawns Guidelines  
By Eric Seaborg
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A New Treatment for Hyperkalemia at Last?
In new trials, ZS-9 looks safe 
and effective for outpatient 
potassium reduction

 Nephrologists have been waiting dec-
ades for a safe and effective new option 
to lower potassium in patients with hy-
perkalemia. Now, two new randomized 
controlled trials have reported highly 
encouraging results with a new selective 
cation exchanger, sodium zirconium cy-
closilicate (ZS-9), as an outpatient treat-
ment for hyperkalemia.

“We found that treatment with ZS-9 
normalized potassium within 24 hours 
in the vast majority of patients with hy-
perkalemia, and maintained normal po-
tassium levels through four weeks of out-
patient treatment,” said Edgar Lerma, 
MD, of University of Illinois Chicago/
Advocate Christ Medical Center. Lerma 
was one of the authors of the HARMO-
NIZE (HyperkAlemia RandoMized 
interventiON multI-dose ZS-9 maintE-
nance) trial, which was simultaneously 
presented at the American Heart Asso-
ciation Scientific Sessions and published 
in the Journal of the American Heart As-
sociation in November.

Two pivotal trials of new 
hyperkalemia therapy

The HARMONIZE trial, or ZS-004, 
was released the same week as the pre-
ceding ZS-003 trial, which was pub-
lished in the New England Journal of 
Medicine. Collectively, the two trials 
evaluated more than 1000 patients with 
hyperkalemia, according to Mikhail 
Kosiborod, MD, a cardiologist at Saint 
Luke’s Mid America Heart Institute in 
Kansas City, MO, and lead author of 
HARMONIZE. “Current treatments of 
hyperkalemia have significant shortcom-
ings,” said Kosiborod. “Together, the 
results of these new studies indicate that 
ZS-9 is highly efficacious in rapidly re-
ducing potassium levels and maintaining 
normokalemia for up to four weeks.”

Added Kosiborod: “These results have 
the potential to shift the current para-
digm for how hyperkalemia is managed 
among various at-risk patient groups.” 
Both trials were sponsored by ZS Phar-
ma, Inc.

The multicenter HARMONIZE trial 
included 258 outpatients with hyper-
kalemia, defined as a baseline potassium 
level of 5.1 mEq/L or higher. In an initial 
open-label phase, all patients were treat-
ed with oral ZS-9: 10 g three times daily.

The response was dramatic, with 237 
patients reaching normal potassium 
levels of 3.5 to 5.0 mEq/L. Potassium 
dropped significantly within 1 hour after 
the first dose of ZS-9. The median time 
to normokalemia was 2.2 hours, with 84 
percent of patients reaching normal levels 
by 24 hours and 98 percent by 48 hours.

The 237 responders were then ran-
domly assigned to 28 days of treatment 
with ZS-9, at a dose of 5, 10, or 15 g 
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•  Proven control of serum phosphorus within 
KDOQI guidelines (4.88 mg/dL at Week 56)7,8

•  Demonstrated safety and tolerability pro� le 
over 52 weeks

•   Each AURYXIA tablet contains 210 mg ferric iron, 
equivalent to 1 g ferric citrate
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INDICATION

AURYXIA is a phosphate binder indicated for the 
control of serum phosphorus levels in patients with 
chronic kidney disease on dialysis.

IMPORTANT SAFETY INFORMATION

Contraindication: AURYXIA is contraindicated in 
patients with iron overload syndromes.

Iron Overload: Iron absorption from AURYXIA may 
lead to excessive elevations in iron stores. Assess 
iron parameters, serum ferritin and TSAT, prior to 
and while on AURYXIA. Patients receiving IV iron may 
require a reduction in dose or discontinuation of IV 
iron therapy. 

Overdose: AURYXIA contains iron. Iron absorption 
from AURYXIA may lead to excessive elevations 
in iron stores, especially when concomitant IV iron
is used. 

Accidental Overdose of Iron: Accidental overdose 
of iron containing products is a leading cause of fatal 
poisoning in children under 6 years of age. Keep this 
product out of the reach of children.

Patients with Gastrointestinal Bleeding or 
In� ammation: Safety has not been established.

Pregnancy Category B and Nursing Mothers: 
Overdosing of iron in pregnant women may carry 

a risk for spontaneous abortion, gestational diabetes, 
and fetal malformation. Rat studies have shown 
the transfer of iron into milk. There is possible infant 
exposure when AURYXIA is taken by a nursing woman.

Pediatric: The safety and ef� cacy of AURYXIA have 
not been established in pediatric patients.

Adverse Events: The most common adverse events 
with AURYXIA were diarrhea (21%), nausea (11%), 
constipation (8%), vomiting (7%), and cough (6%). 
Gastrointestinal adverse reactions were the most 
common reason for discontinuing AURYXIA (14%).

Drug Interactions: Doxycycline should be taken at 
least 1 hour before AURYXIA. Consider separation 
of the timing of the administration of AURYXIA with 
drugs where a reduction in their bioavailability would 
have a clinically signi� cant effect on safety or ef� cacy.

Please see Brief Summary on following page.

You may report side effects to Keryx at 
1-844-44KERYX (844-445-3799).
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per day, or placebo. During treatment, 
potassium levels were 4.8, 4.5, and 4.4 
mEq/L, respectively, in the active treat-
ment groups, compared with 5.1 mEq/L 
with placebo.

Potassium levels remained in the nor-
mal range in 80 percent of patients re-
ceiving the 5-g dose, 90 percent of those 
receiving the 10-g dose, and 94 percent 
of those receiving the 15-g dose of ZS-9, 
compared with 46 percent of the placebo 
group during the randomized phase. Ad-

verse events were similar between groups, 
although the rate of edema was numeri-
cally higher with the 15-g dose of ZS-9. 
The rate of gastrointestinal adverse events 
was numerically lower in patients receiv-
ing ZS-9, compared with placebo.

Hypokalemia occurred in about 10 
percent of patients receiving the 10-g and 
15-g doses, compared with none of those 
taking ZS-9 5 mg or placebo. “All cases 
of hypokalemia were mild and responded 
to protocol-directed dose reduction,” said 

Lerma. “Thus we have a product that con-
sistently lowered potassium across all pa-
tient subgroups, with excellent tolerability 
similar to placebo.”

The ZS-003 trial, a separate and larger 
trial, in which the primary endpoint was 
focused on the short-term 48-hour ef-
ficacy of ZS-9 compared with placebo, 
showed comparable 48-hour reductions in 
potassium levels with ZS-9 among 753 pa-
tients with hyperkalemia. The lead author 
was David K. Packham, MB, BS, MD, of 
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Pediatric: The safety and ef� cacy of AURYXIA have 
not been established in pediatric patients.

Adverse Events: The most common adverse events 
with AURYXIA were diarrhea (21%), nausea (11%), 
constipation (8%), vomiting (7%), and cough (6%). 
Gastrointestinal adverse reactions were the most 
common reason for discontinuing AURYXIA (14%).

Drug Interactions: Doxycycline should be taken at 
least 1 hour before AURYXIA. Consider separation 
of the timing of the administration of AURYXIA with 
drugs where a reduction in their bioavailability would 
have a clinically signi� cant effect on safety or ef� cacy.

Please see Brief Summary on following page.

You may report side effects to Keryx at 
1-844-44KERYX (844-445-3799).
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the Melbourne Renal Research Group.
ZS-003 also showed good maintenance 

of normokalemia during 14 days of main-
tenance therapy with ZS-9, at doses of 5 
and 10 g. Again, adverse events were simi-
lar in the ZS-9 and placebo groups, with 
only two cases of mild hypokalemia. In 
both trials, the reductions in serum po-
tassium were greatest in patients with the 
highest baseline.

Complementary results on acute 
and chronic efficacy
Kosiborod noted that the two studies—
including more than 1000 patients 
combined—provide complementary 

information on the efficacy of ZS-9 for 
hyperkalemia treatment. ZS-003, the 
larger of the two trials, was specifically 
designed to evaluate the efficacy of ZS-9 
in lowering potassium during the induc-
tion phase compared with placebo.

“The ZS-9 results showed statistically 
significant and clinically meaningful re-
ductions in serum potassium during the 
induction phase in patients receiving 
2.5, 5, or 10 g of ZS-9 three times daily,” 
Kosiborod said. “Ninety-nine percent 
of subjects became normokalemic after 
receiving 10 g of ZS-9 thrice daily for 
48 hours.” The reductions achieved in 
the short-term phase were maintained 

for as long as 14 days when 5 g or 10 
g of ZS-9 was administered once daily. 
“These results were statistically signifi-
cant when compared to patients rand-
omized back to placebo, who reverted to 
hyperkalemia.” 

The subsequent HARMONIZE 
study was designed to evaluate the ex-
tended efficacy of ZS-9 for as long as 
four weeks in maintaining normoka-
lemia, compared with placebo. “All three 
doses of once-daily ZS-9 (5, 10, and 15 
g) met the primary endpoint, producing 
lower potassium levels and a higher pro-
portion of patients with normal potas-
sium levels for up to 28 days compared 

with placebo,” said Kosiborod. He not-
ed that the 5-g and 10-g dose groups, 
which overlapped between ZS-003 and 
HARMONIZE, showed “very similar, 
consistent efficacy” between studies.

Inasmuch as the short-term efficacy 
of ZS-9, compared with placebo, was 
already clearly demonstrated in ZS-003, 
HARMONIZE had an open-label, rath-
er than a randomized, induction phase. 
“This also allowed inclusion of patients 
with higher potassium levels at base-
line,” said Kosiborod. The mean baseline 
potassium level was 5.3 mEq/L in ZS-
003, compared with 5.6 mEq/L—and 

Continued on page 12
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BRIEF SUMMARY

AURYXIA™ (ferric citrate) tablets contain 210 mg of ferric iron equivalent to 1 g ferric citrate for oral use.

INDICATIONS AND USAGE
AURYXIA is a phosphate binder indicated for the control of serum phosphorus levels in patients with chronic kidney disease on dialysis.

CONTRAINDICATIONS
AURYXIA is contraindicated in patients with iron overload syndromes (eg, hemochromatosis).

WARNINGS AND PRECAUTIONS
Iron Overload: Iron absorption from AURYXIA may lead to excessive elevations in iron stores. Increases in serum ferritin and transferrin saturation 
(TSAT) levels were observed in clinical trials. In a 56-week safety and efficacy trial in which concomitant use of AURYXIA and IV iron was permitted,  
55 (19%) patients treated with AURYXIA had a ferritin level >1500 ng/mL as compared with 13 (9%) patients treated with active control.
Assess iron parameters (eg, serum ferritin and TSAT) prior to initiating AURYXIA and monitor iron parameters while on therapy. Patients receiving IV 
iron may require a reduction in dose or discontinuation of IV iron therapy.
Accidental Overdose of Iron: Accidental overdose of iron-containing products is a leading cause of fatal poisoning in children under 6 years of age. 
Keep this product out of the reach of children. In case of accidental overdose, call a doctor or poison control center immediately.
Patients with Gastrointestinal Bleeding or Inflammation: Patients with inflammatory bowel disease or active, symptomatic gastrointestinal 
bleeding were excluded from clinical trials. Safety has not been established in these populations.

ADVERSE REACTIONS
Adverse reactions to a drug are most readily ascertained by comparison with placebo, but there is little placebo-controlled experience with AURYXIA, 
so this section describes adverse events with AURYXIA, some of which may be disease-related, rather than treatment-related. A total of 289 patients 
were treated with AURYXIA and 149 patients were treated with active control (sevelamer carbonate and/or calcium acetate) during the 52-week, 
randomized, open-label, active control phase of a trial in patients on dialysis.
A total of 322 patients were treated with AURYXIA for up to 28 days in three short-term trials. Across these trials, 557 unique patients were treated 
with AURYXIA; dosage regimens in these trials ranged from 210 mg to 2,520 mg of ferric iron per day, equivalent to 1 to 12 tablets of AURYXIA. In 
these trials, adverse events reported for AURYXIA were similar to those reported for the active control group. Adverse events reported in more than  
5% of patients treated with AURYXIA in these trials included diarrhea (21%), nausea (11%), constipation (8%), vomiting (7%), and cough (6%). 
During the 52-week active control period, 60 patients (21%) on AURYXIA discontinued study drug because of an adverse event, as compared to 
21 patients (14%) in the active control arm. Patients who were previously intolerant to any of the active control treatments (calcium acetate and 
sevelamer carbonate) were not eligible to enroll in the study. Gastrointestinal adverse events were the most common reason for discontinuing 
AURYXIA (14%).
AURYXIA is associated with discolored feces (dark stools) related to the iron content, but this staining is not clinically relevant and does not affect 
laboratory tests for occult bleeding, which detect heme rather than non-heme iron in the stool.

DRUG INTERACTIONS
Doxycycline is an oral drug that has to be taken at least 1 hour before AURYXIA. Oral drugs that can be administered concomitantly with AURYXIA 
are: amlodipine, aspirin, atorvastatin, calcitriol, clopidogrel, digoxin, doxercalciferol, enalapril, fluvastatin, levofloxacin, metoprolol, pravastatin, 
propranolol, sitagliptin, and warfarin. There are no empirical data on avoiding drug interactions between AURYXIA and most concomitant oral drugs. 
For oral medications where a reduction in the bioavailability of that medication would have a clinically significant effect on its safety or efficacy, 
consider separation of the timing of the administration of the two drugs. The duration of separation depends upon the absorption characteristics 
of the medication concomitantly administered, such as the time to reach peak systemic levels and whether the drug is an immediate release or an 
extended release product. Consider monitoring clinical responses or blood levels of concomitant medications that have a narrow therapeutic range.

USE IN SPECIFIC POPULATIONS
Pregnancy: Pregnancy Category B: There are no adequate and well-controlled studies in pregnant women. It is not known whether AURYXIA can 
cause fetal harm when administered to a pregnant woman. Animal reproduction studies have not been conducted.
The effect of AURYXIA on the absorption of vitamins and other nutrients has not been studied in pregnant women. Requirements for vitamins and 
other nutrients are increased in pregnancy. An overdose of iron in pregnant women may carry a risk for spontaneous abortion, gestational diabetes, 
and fetal malformation.
Labor and Delivery: The effects of AURYXIA on labor and delivery are unknown.
Nursing Mothers: Data from rat studies have shown the transfer of iron into milk by divalent metal transporter-1 (DMT-1) and ferroportin-1 (FPN-1). 
Hence, there is a possibility of infant exposure when AURYXIA is administered to a nursing woman.
Pediatric Use: The safety and efficacy of AURYXIA have not been established in pediatric patients.
Geriatric Use: Clinical studies of AURYXIA included 106 subjects aged 65 years and older (33 subjects aged 75 years and older). Overall, the  
clinical study experience has not identified any obvious differences in responses between the elderly and younger patients in the tolerability or  
efficacy of AURYXIA.

OVERDOSAGE
No data are available regarding overdose of AURYXIA in patients. In patients with chronic kidney disease on dialysis, the maximum dose studied was 
2,520 mg ferric iron (12 tablets of AURYXIA) per day. Iron absorption from AURYXIA may lead to excessive elevations in iron stores, especially when 
concomitant IV iron is used.
In clinical trials, one case of elevated iron in the liver as confirmed by biopsy was reported in a patient administered IV iron and AURYXIA.

PATIENT COUNSELING INFORMATION
Dosing Recommendations: Inform patients to take AURYXIA as directed with meals and adhere to their prescribed diets. Instruct patients on 
concomitant medications that should be dosed apart from AURYXIA.
Adverse Reactions: Advise patients that AURYXIA may cause discolored (dark) stools, but this staining of the stool is considered normal with oral 
medications containing iron.
AURYXIA may cause diarrhea, nausea, constipation, and vomiting. Advise patients to report severe or persistent gastrointestinal symptoms to  
their physician.

Keryx Biopharmaceuticals, Inc.
©2014 Keryx Biopharmaceuticals, Inc.
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in some cases as high as 7.2 mEq/L—in 
HARMONIZE.

Nephrologists don’t need to be told 
that progress toward the development 
of a safe and effective new treatment 
for hyperkalemia is welcome news. Cur-
rently, the main option for treatment 
of hyperkalemia is sodium polystyrene 
sulfonate (SPS), also known as kayexa-
late. Approved before the passage of the 
Kefauver-Harris Drug Amendments in 
1958, SPS is a “grandfathered” drug that 

to this day has shown little or no evi-
dence of efficacy in reducing potassium 
levels. Subsequent safety concerns have 
included uncommon cases of colonic 
necrosis linked to a widely used prepara-
tion of SPS plus sorbitol.

A landmark 50-year review by Rich-
ard Sterns, MD, of the University of 
Rochester, published in the Journal of the 
American Society of Nephrology in 2010, 
questioned whether SPS would have ever 
been approved under the current U.S. 
Food and Drug Administration (FDA) 
standards. Another study published in 
the American Journal of Medicine in 2013 
noted the association between SPS, with 

or without sorbitol, and gastrointestinal 
injury. “Since the publication of these ar-
ticles and other case reports, I have limit-
ed use of SPS to extreme circumstances in 
my clinical practice, particularly because 
of concerns about gastrointestinal adverse 
events, such as colonic necrosis,” Lerma 
said .

Hyperkalemia is a common disorder, 
which carries a risk of life-threatening 
cardiac arrhythmias and other adverse 
outcomes. It is commonly seen in pa-
tients with chronic kidney disease, heart 
failure, and diabetes mellitus. The same 
conditions are important indications for 
renin-angiotensin-aldosterone system 

(RAAS) inhibitors, for which elevated 
potassium levels are a side effect.

Clinicians may hesitate to prescribe 
RAAS inhibitors for patients with ap-
propriate indications because of the risk 
of hyperkalemia, Lerma said. “That’s part 
of the reason for the excitement over the 
emerging evidence on ZS-9,” he added. 
“By giving us an effective and safe option 
for lowering potassium levels, it may help 
us extend the use of effective treatments 
for CKD and heart failure.”

The HARMONIZE authors noted 
some important limitations of their 
study. It excluded some groups in need 
of potassium-lowering therapy, includ-
ing patients receiving dialysis—al-
though they said many patients in their 
study had stage 4 or 5 chronic kidney 
disease. Hospitalized patients and those 
with arrhythmias were also excluded. 
Further studies are needed to address 
these groups and to assess the longer-
term efficacy and safety of ZS-9. Long-
term outcome studies are ongoing; sub-
mission to the FDA is planned during 
the first half of 2015.

Csaba P. Kovesdy, MD, a neph-
rologist at The University of Tennessee 
Health Science Center, noted that with 
modern standards for demonstrating 
drug efficacy and safety, the support-
ing data on ZS-9 will be stronger than 
for previous hyperkalemia treatments.  
“That will allow us to use it with much 
greater comfort in patients under vari-
ous circumstances,” he commented. 
“That stands both for acute treatment 
and—most importantly for me as a 
practicing nephrologist—as a means of 
managing chronic hyperkalemia.”

While the four-week biochemical 
results are encouraging, “one would 
want to learn if similar efficacy is be-
ing maintained if patients are taking 
this for much longer periods—months 
and years,” Kovesdy said.  “And this will 
principally come from what we learn in 
clinical practice.”  He noted that with 
differences in patient selection and ad-
herence, effectiveness in clinical practice 
may be less than in research trials. Clini-
cal experience will also provide criti-
cal information on the safety of ZS-9. 
“Even though in these relatively short-
term studies, the safety profile seems to 
be adequate, there are rare complica-
tions, hypothetically, which may only 
come to light if much larger numbers of 
patients take the medication for much 
longer periods of time.”

And of course, the bottom line is 
whether ZS-9 and other treatments 
under development can improve pa-
tient outcomes.  “I am hopeful that 
the companies developing these new 
drugs will invest in further trials, to 
see if control of hyperkalemia leads to 
a reduction in sudden cardiac events, 
for example.”Kovesdy said. “Such stud-
ies would also tell us if the use of these 
medications allows a more liberal and 
broader use of RAAS inhibitors, which 
consequently could result in better car-
diovascular outcomes.” 

Hyperkalemia 
Continued from page 11
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By Francis L. Delmonico

In 2004, prompted by an increase in organ traf-
ficking and the advent of transplant tourism, the 
World Health Assembly urged United Nations 

member states to implement national oversight of 
organ transplantation to protect poor and vulnera-
ble individuals from being coerced into selling their 
organs. Four years later, more than 150 profession-
als from 78 countries and a variety of backgrounds 
and religious traditions gathered in Istanbul, Tur-
key, to address the rampant global problem of organ 
trafficking and transplant tourism. The situation 
had deteriorated to the point that transplant tour-
ists were departing and going to the United States. 

Convened by The Transplantation Society (TTS) 
and the International Society of Nephrology (ISN) 
the conference participants drafted the Declaration 
of Istanbul on Organ Trafficking and Transplant 
Tourism, which was simultaneously published in 
several medical journals including the official jour-

nals of the TTS, ISN, and the American Society of 
Nephrology (ASN), and distributed electronically 
as a Lancet web appendix. 

The Declaration consists of: 1) clear definitions 
of organ trafficking, transplant commercialism, and 
transplant tourism; 2) a set of principles to guide 
professional conduct and government policy; and 
3) a series of proposals applying those principles to 
particular problems in transplantation. In addition, 
the Declaration was a forerunner of the correspond-
ing World Health Organization (WHO) Guiding 
Principles adopted by the 63rd World Health As-
sembly in 2010.   

Since its release, the Declaration’s principles have 
been spread across the world by the Declaration of 
Istanbul Custodian Group (DICG)—an assembly 
of dedicated professionals from across the globe. The 
DICG’s current mission is to promote ethical prac-
tices of organ donation and transplantation, so that 
national self-sufficiency can be achieved and trans-
plant tourism and organ trafficking curtailed.  

Much has been accomplished since the Decla-
ration was released. Starting in 2008, the DICG 
targeted governmental authorities to align national 
policies with the Declaration and the WHO Guid-
ing Principles. The DICG has achieved success in 
India, Pakistan, the Philippines, Eastern Europe, 
Latin America, China, as well as the United States. 

For example, China has agreed to change its poli-
cy of using organs from executed prisoners, although 
this remains a work in progress. The DICG leader-
ship unraveled transplant tourism in Costa Rica and 
have worked to protect Central America from this 
menace. The Council of Europe engaged DICG to 
support the development of a convention prohibit-
ing organ trafficking. A fundamental WHO Guiding 
Principle to achieve transparency of transplantation 
activity has been adopted by the United Network for 
Organ Sharing (UNOS). UNOS will now collect 
data on candidates who are neither U.S. citizens nor 
residents who have travelled to the United States for 
the purpose of transplantation.

Yet more must be done in the United States 
to address the plight of those waiting for kidney 
transplants. As a first step, removing the consider-
able financial disincentives and obstacles to organ 
donation, rather than eliminating the federal ban 
on payment to donors, would be something the 

entire community could enthusiastically support. 
These expenses include the costs of being evaluated 
as a potential donor, of transportation, dependent 
care, and lost wages during the period from pre-
donation screening to postoperative recovery. In-
surance against the risks of donation should also be 
provided. Medical complications that may not be 
covered by the donor’s health insurance should be 
paid for. In addition, the death of a donor without 
life insurance and loss of financial support would be 
disastrous for any family. This cost coverage would 
ultimately reduce the cost to health insurance com-
panies and the federal government because enabling 
patients to undergo kidney transplantation would 
not only extend and improve their lives but also save 
the cost of dialysis.

 A second step would be to  eliminate the 3-year 
limitation on Medicare coverage of the immuno-
suppressive medications that are essential to prevent 
organ rejection. This shortsighted policy has result-
ed in hundreds of patients losing their transplanted 
kidneys, necessitating a return to dialysis while they 
await another transplant.

A third step would be to increase the supply of 
organs from deceased donors. About 500 kidneys 
are recovered from deceased donors each year in the 
United States and discarded even though they are 
medically suitable for transplantation. Moreover, 
efforts must be undertaken to continue developing 
the practice of donation after circulatory death.

The highly successful kidney paired donation 
programs should be made available to all recipients 
with biologically incompatible living donors. 

The DICG greatly values the support of the ASN 
and the kidney community. Continued cooperation 
is sought to serve our patients not only in North 
America, but throughout the world. 

The Declaration of Istanbul’s website provides 
information on organ trafficking, and the DICG 
welcomes the interest of professionals and stake-
holder members of society to visit at www.declara-
tionofistanbul.org 

Francis L. Delmonico, MD, is the Executive Director 
of the Declaration of Istanbul Custodian Group. He is 
also the Medical Director of the New England Organ 
Bank and affiliated with the Harvard Medical School 
and Massachusetts General Hospital in Boston, MA.

The Declaration of Istanbul and its Global Impact 
on Organ Transplantation 
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Journal View

Physiologic doses of cholecalciferol enable 
most hemodialysis patients to achieve rec-
ommended levels of vitamin D and other 
biochemical measures, reports a trial in 
the American Journal of Kidney Diseases.

The VitaDial study included 55 adult 
patients receiving maintenance dialy-
sis whose 25-hydroxyvitamin D3 levels 
were less than 30 ng/mL, enrolled at two 
Belgian centers. In an initial randomized 
phase, patients were assigned to receive 13 
weeks of oral cholecalciferol, 25,000 IU 
per week, or placebo. This was followed 
by a 26-week open-label phase, in which 

patients received individually prescribed 
cholecalciferol, based on National Kidney 
Foundation Kidney Disease Outcomes 
Quality Initiative guidelines. The main 
outcome of interest was the percentage 
of patients with 25(OH)D levels of 30 
ng/mL or higher at the end of the rand-
omized phase.

At 13 weeks, 61.5 percent of patients 
in the cholecalciferol group had 25(OH)
D levels of 30 ng/mL or higher, compared 
with just 7.4 percent of the placebo group. 
Cholecalciferol was also associated with 
higher levels of 1,25-dihydroxyvitamin 

D3 (1,25[OH]2D), 22.5 versus 11 pg/
mL; and a higher likelihood of normal 
calcium levels, 76.9 versus 48.2 percent.

There was no significant difference in 
hypercalcemia incidence or in levels of 
phosphate and intact parathyroid hor-
mone. Among patients from the placebo 
group, open-label treatment did not alter 
the percentage reaching the 25(OH)D 
target level.

Current guidelines recommend a 
25(OH)D level above 30 ng/mL in pa-
tients receiving maintenance hemodi-
alysis, but they do not address how to 

achieve that target. The new study finds 
that 13 weeks of once-weekly oral chole-
calciferol is an “effective, safe, inexpensive, 
and manageable” approach to increasing 
25(OH)D and 1,25(OH)2D levels. The 
authors note that although their study 
did not address hard clinical endpoints, 
it found lower rates of falls and fractures 
in the cholecalciferol group [Massart A, et 
al. Biochemical parameters after cholecal-
ciferol repletion in hemodialysis: results 
from the VitaDial randomized trial. Am J 
Kidney Dis 2014; 64:696–705]. 

Among patients with similar characteris-
tics, those starting peritoneal dialysis (PD) 
have higher survival through the first 2 or 
3 years than do those starting hemodialysis 
(HD), reports a study in Kidney Interna-
tional.

Using their managed care system’s 
ESRD registry, the researchers identified 
11,301 patients who were beginning PD 
or HD. From this group, 1003 propensi-
ty-matched pairs of incident PD and HD 
patients were identified. Eligible HD pa-

tients received appropriate predialysis care, 
including permanent dialysis access place-
ment. Survival was compared by intention-
to-treat and as-treated analyses.

The 1-year adjusted survival was 95 per-
cent in the PD group versus 89 percent in 
the HD group; the 2-year survival was 87 
percent versus 83 percent, respectively. The 
1-year cumulative hazard ratio for death 
among incident HD patients, compared 
with PD, was 2.38 on intention-to-treat 
analysis and 2.10 on as-treated analysis.

The risk of death remained lower with 
PD through close to 3 years on as-treated 
analysis and nearly 2 years on intention-to-
treat analysis. There was no significant dif-
ference in mortality on longer follow-up.

Studies comparing survival in incident 
HD and PD patients have reported con-
flicting results. Reports of improved surviv-
al in patients beginning PD might reflect 
the effects of early central venous catheter 
use or other potential confounders.

This new propensity-matched analysis 

finds a significant survival advantage with 
PD over the first 2 or 3 years. In the first 
year, the cumulative risk of death is more 
than twice as high with HD. The authors 
suggest that ongoing improvements in the 
treatment of PD patients and avoidance of 
metabolic complications might lead to a 
longer duration of survival benefit [Kumar 
VA, et al. Survival of propensity matched 
incident peritoneal and hemodialysis pa-
tients in a United States health care system. 
Kidney Int 2014; 86:1016–1022]. 

For patients with suspected nephrolithi-
asis, clinical outcomes are similar when 
ultrasonography or computed tomography 
(CT) is used as the initial imaging test, ac-
cording to a “real-world” trial published in 
the New England Journal of Medicine.

The pragmatic comparative effective-
ness study included 2759 patients with sus-
pected nephrolithiasis, seen at 15 diverse 
academic emergency departments. Patients 
were randomly assigned to initial evalua-
tion with point-of-care ultrasonography, 
performed by an emergency physician; 
radiology ultrasonography, performed by 
a radiologist; or abdominal CT. All other 
clinical decisions, including orders for ad-

ditional imaging tests, were made by the 
treating physician.

At 30 days, the rates of high-risk diagno-
ses with complications potentially related 
to missed or delayed diagnosis were com-
pared between groups. Other outcomes 
of interest included 6-month cumulative 
radiation exposure and adverse events. At 
least one follow-up visit was available for 
2646 patients.

Just 11 patients had high-risk diagnoses 
with complications within 30 days: a rate 
of 0.4 percent, with no significant differ-
ence by initial imaging test. In five of these 
patients, the final diagnosis was pyelone-
phritis, urosepsis, and bacteremia. Both 

ultrasound groups had lower 6-month 
cumulative radiation exposure compared 
with the CT group.

The rates of serious adverse events were 
similar among groups: between 11 and 12 
percent. Just 0.4 percent of patients had se-
rious adverse events related to study partici-
pation. The pain scores and rates of return 
emergency visits or hospitalization were 
similar between groups. Diagnostic accu-
racy was 34.5 percent with point-of-care ul-
trasonography, 31.2 percent with radiology 
ultrasonography, and 32.7 percent with CT.

Abdominal CT has high sensitivity in 
the evaluation of suspected kidney stones. 
However, it has drawbacks, including high 

costs, radiation exposure, and a high rate of 
incidental findings.

Ultrasonography is a good alternative 
for evaluation of suspected nephrolithi-
asis in everyday clinical practice, the new 
trial suggests. Although it cannot match 
the sensitivity of CT, it offers comparable 
accuracy, with lower cumulative radiation 
exposure and no increase in high-risk di-
agnoses with complications. The authors 
believe that an initial ultrasound strategy 
can avoid the need for CT in most patients 
[Smith-Bindman R, et al. Ultrasonogra-
phy versus computed tomography for sus-
pected nephrolithiasis. N Engl J Med 2014; 
371:1100–1110]. 

Co-trimoxazole is linked to an increased 
risk of sudden death among older patients 
taking an angiotensin converting enzyme 
inhibitor (ACEI) or angiotensin receptor 
blocker (ARB), according to a report in the 
British Medical Journal.

Using Ontario health data, the research-
ers identified patients aged 66 years or older 
who were taking an ACEI or ARB between 
1994 and 2012. Patients who died sudden-
ly within a week after being prescribed any 
of five antibiotics commonly used to treat 
urinary tract infections—co-trimoxazole, 
ciprofloxacin, norfloxacin, nitrofurantoin, 
or amoxicillin—were analyzed as cases.

For each case patient, up to four con-
trol individuals were identified, matched 
for age, sex, chronic kidney disease, and 
diabetes. With amoxicillin as the reference, 
specific antibiotics were examined for as-
sociation with sudden death, adjustment 
being made for other predictors.

The researchers matched 1027 case pa-
tients with sudden death after antibiotic 
prescription to 3733 control individuals. 
Analysis showed a significant association 
between co-trimoxazole and sudden death: 
adjusted odds ratio (OR) 1.38, compared 
with amoxicillin. The increase in sudden 
death was somewhat higher at 14 days. At 

that time, the excess risk associated with 
co-trimoxazole was about three sudden 
deaths per 1000 patients.

Ciprofloxacin, previously linked to QT 
interval prolongation, was also associated 
with an increased risk of sudden death: OR 
1.29. There was no association for nitro-
furantoin or norfloxacin.

Renin-angiotensin system inhibitors 
are associated with increased hyperkalemia 
risk, and co-trimoxazole has also been 
linked to increased potassium levels. The 
authors previously reported an increase in 
hyperkalemia-related hospitalization in pa-
tients prescribed co-trimoxazole along with 

an ACEI or ARB.
The new study finds an increased risk of 

sudden death for ACEI or ARB users after 
receiving a prescription for co-trimoxazole. 
This risk may reflect co-trimoxazole–in-
duced hyperkalemia in a vulnerable group 
of patients, the researchers said. They sug-
gest considering alternative antibiotics 
in patients taking an ACEI or ARB, or 
close monitoring of serum potassium if 
co-trimoxazole is prescribed [Fralick M, 
et al. Co-trimoxazole and sudden death in 
patients receiving inhibitors of renin-an-
giotensin system: population based study. 
BMJ 2014; 349:g6196]. 

Cholecalciferol Repletion Improves Vitamin D Status in Hemodialysis Patients

For First Few Years, Better Survival with Peritoneal Dialysis than Hemodialysis

Ultrasound vs. CT as Initial Test for Kidney Stones 

Added to ACEIs/ARBs, Co-trimoxazole Linked to Sudden Death



January 2015  |  ASN Kidney News  |   15

Classified Ads

Index to Advertisers
Keryx . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Pages 10-12
Reprise Study . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Page 3
Mount Sinai . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Page 9 

PRINT ADVERTISING
THE EFFECTIVE WAY TO:

 GROW YOUR WORKFORCE

 INVEST IN YOUR FUTURE WITH FELLOWSHIPS

FURTHER YOUR EDUCATION WITH CME COURSES

PROMOTE AN UPCOMING CONFERENCE

 
These plus more opportunities available when you contact 

Rhonda Truitt
rhonda.truitt@wt-group.com

443-512-8899 x 106

Kidney News 
Classified Advertising Information

Classified space is for advertising positions available, 
open faculty positions, course announcements, seminars, meetings 

and educational courses.

Display Advertising Rates
Ad Size 1x 3x

Full Page $2,525 $2,345

1/2 Page $1,665 $1,485

1/3 Page $1,435 $1,375

1/4 Page $1,205 $1,090

1/6 Page $1,035 $1,025

Line Advertising Rates

Closing Date & Cancellations:
Copy must be received four weeks in advance of the month in which the 
ad is to appear. Cancellation requests must be made in written form by fax, 
e-mail or postal mail and will be honored for the earliest applicable issue.

Contact:
Rhonda Truitt

rhonda.truitt@wt-group.com
P: 443-512-8899 x. 106 F: 443-512-8909

All Ads

Must be PrePAid

Please contact for rate information

BC/BE NEPHROLOGIST

Outstanding opportunity for full-time, BC/BE Nephrologist in a Single Specialty 
Practice.  The physician will join six FT nephrologists and two non-physician 
providers in a well-established, physician-owned practice that began operation 
in 1980.  The Nephrologist will work in an excellent, award-winning medical 
community and support patients in eight dialysis units.  The compensation 
package is competitive with paid medical/dental benefits for physician and 
family, generous 401k plan, and paid malpractice insurance.  There is a two year 
partnership track that includes a JV opportunity.  A signing bonus is included in 
the first year salary.  There will be time to enjoy Colorado with a four day work 
week, one call weekend per month and six weeks of annual vacation.  Fort 
Collins is located in northern Colorado, an hour north of Denver.  The city is 
5000 feet above sea level and enjoys 300 days of sunshine and only 14.5 inches 
of precipitation a year.  Fort Collins is home to Colorado State University and 
an outstanding public school system. Fort Collins is not in an underserved area.  
Send CVs to thenephrologyclinic@gmail.com or fax to 970-493-2682. 

CHIEF, DIVISION OF NEPHROLOGY
Newton-Wellesley Hospital (NWH), a community teaching hospital in suburban 
Boston and a member of the Partners HealthCare System, Inc. (founded by the 
Massachusetts General Hospital (MGH) and the Brigham and Women’s Hospital), 
seeks a clinical nephrologist who demonstrates excellence in patient care, 
teaching, and administration, to serve as Chief of the Division of Nephrology. This 
individual, who will practice nephrology at NWH while overseeing the division, 
will identify opportunities to grow and expand the division. NWH is home to 
a comprehensive Cancer Center and is developing a state-of-the-art noninvasive 
Cardiovascular Center, in collaboration with MGH. NWH is an affiliate of the 
Tufts University School of Medicine and has postgraduate training programs for 
both Harvard Medical School and Tufts University School of Medicine trainees. 
The candidate must be Board Certified in Nephrology and qualify for an academic 
appointment at the rank of clinical associate professor or clinical professor. Please 
send cover letter and CV to Lawrence S. Friedman, MD, Chair, Department of 
Medicine, Attn: Alison Sholock, Newton-Wellesley Hospital, 2014 Washington 
Street, Newton, MA 02462, FAX 617-243-6701, Email asholock@partners.org. 
NWH is an equal employment opportunity employer.

Be a part of something innovative, influential, and dynamic. 
Be a part of ASN. 

World-class publications
ASN members receive subscriptions 
to CJASN, JASN, NephSAP, and 
Kidney News. 

Travel support
Many travel support opportunities are 
available to help ASN members attend 
Kidney Week.

Live meeting discounts
Enjoy reduced rates on ASN’s live 
educational programs, including Kidney 
Week, ASN Highlights and BRCU.

Distance learning discounts
ASN members receive discounts on 
distance learning, and can access 
cutting-edge resources anywhere.

Grant eligibility
The ASN Foundation provides grant 
support to members at various stages 
in their careers.

Career resources
Whether you’re searching for your first 
job or an advanced position, the Career 
Center has the resources you need.

To learn more and join or renew today, go to www.asn-online.org/membership. 

ASN members enjoy an ever-expanding array of benefits, including:



Visit asn-online.org/pqrs to get started.

Report your  
quality data with 
ASN’s PQRSWizard®

In 2015, the Physician Quality Reporting 
System (PQRS) will transition to an 
incentive and penalty program for 
eligible health professionals receiving 
Medicare payments. Payments 
and penalties will be based on data 
reported from 2013.

Don’t fall behind on your data reporting.  
ASN members have access to the 
PQRSWizard®, a CMS approved 
registry platform for only $199. 
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